To the Editor:
The January 1999 issue of Critical Care Medicine gave special attention to the perennial "crystalloid vs. colloid" controversy, and by implication, its relation to the hospital acquired interstitial edema syndromes: the acute respiratory distress syndrome, multiple organ dysfunction syndrome, and systemic inflammatory response syndrome. One could conclude from the articles that little progress has been made in the last three decades. What's more, Choi et al. (1) , in an excellent review of the controversy, conclude that to date no data exist on which to base any valid conclusions.
Ernest et al. (2) have revisited the question of the early distribution of parenterally administered crystalloid and colloid in the body's fluid compartments. As Max Weil (3) pointed out diplomatically and correctly in his commentary, the patients in this latter study were not representative of those who urgently command our attention in surgery and in the intensive care unit. They were much too stable, and the small amounts of fluid given in no way approximate the 8-12 L of crystalloid commonly administered in the first few hours of resuscitation. One conclusion from their article (2) is valid in that it confirms once again what many continue not to appreciate, that crystalloid is redistributed throughout the extracellular space within a very brief period of time, roughly an hour. So, if the myriad studies comparing crystalloids and colloids in resuscitation scenarios continue to find no differences in survival or length of stay, why do acute respiratory distress syndrome and the related interstitial edema syndromes still constitute such an important clinical problem? It is because one must still deal with the various physiologic distortions readily observable during the resuscitation process and try to manage their collective impact, viz, the falling hematocrit in the absence of bleeding, the marked fall in the serum proteins that ordinarily regenerate within hours, the prodigious gains in weight which can only mean excess parenteral fluid, and the serious deterioration in the oxygenation ratio (PO 2 /FIO 2 ), often well before respiratory distress is clinically evident.
Although perhaps a majority still survives this perilous clinical complex, the papers of Drs. Choi et al. (1) and Ernest et al.
(2) alert us to the fact that the issue of the best fluid for resuscitation and the method of administering it is far from a settled matter.
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